Methods: Using data from a national emergency physician group (61 emergency departments [EDs] in 11 states, 2010-2015), we assessed whether emergency physician practice patterns changed after being named in a malpractice claim compared to un-named physicians (controls) practicing simultaneously in the same ED. Outcomes includedadmission rate (%), relative value units (RVUs)/ hour, RVUs/visit, discharge ED visit length (hours), and assessed patient experience (monthly physician Press-Ganey percentile rank). Utilizing a differencein-differences (DiD) design, we compared outcomes between named and control physicians before and after the claim filing date. We conducted secondary analyses for 1) body system or clinical condition visits similar to that of the claim and 2) nature of the allegation (failure to diagnose and non-failure to diagnose).
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Comparison of Admission Rates Among Patients Treated by Male and Female Emergency Physicians
Valiuddin H, Boettiger M, Ring H/Saint Mary Mercy Hospital, Livonia, MI Study Objectives: The volume of emergency department (ED) visits has been steadily increasing over the past decade. Also, in parallel, the number of board certified emergency medicine (EM) physicians has been growing. One of the most important decisions made in a patient's course in the ED is the development of a disposition plan by the physician provider. Many factors influence the development of an appropriate plan of care, such as, patient medical and social needs. Literature from other specialties such as internal medicine and general surgery have shows us that practice patterns and outcomes differ at times by nonpatient factors, more specifically, by physician sex bias. Studies in EM have shown non-patient variables that potentially have an influence such as ED crowding and years of physician experience. No paper to date has looked at sex of EM providers in the United States as a function of adult admission rates. The current study seeks to investigate admission rates of adult patients who are treated by male versus female emergency physicians, in order to identify whether or not a practice pattern bias exists.
Methods: This was a multi-center retrospective cross-sectional study of one health care system in the Midwest. All patient encounters by EM-trained physicians in the emergency department of 4 hospitals over the academic year, July 1, 2016 to June 30, 2017 were analyzed. The primary outcome was admission rate of each physician with admission rate defined as the percentage of encounters that resulted in admission to the hospital as a portion of all encounters. Admission defined by patients who were admitted to observation, inpatient or emergent surgery from the ED. Any physician with less than 100 patient encounters was excluded. Secondary analysis assessed physician metrics and benchmarks with potential confounding effects: patient acuity, average length of stay, return visits, patient age and years of practice by physician, using independent samples t-tests.
Results Conclusions: In this analytic retrospective observational study, we found that the difference of admission rates of male and female EM providers was not statistically significant. We did find significance between the average length of stay, patient acuity seen and years of practice. The etiology of these significances can be postulated to be interrelated. Further studies are needed with a greater sample size of physicians to potentially find sex bias practice patterns and differences. Study Objectives: To identify the core components of Full Capacity Protocol (FCP) and the key determinants of successful FCP implementation.
Methods: This is a qualitative study utilizing in-depth, semi-structured telephone interviews with 24 key individuals involved in the successful implementation of FCP. We used the Consolidated Framework for Implementation Research to develop an interview guide, create a template to code the interview transcripts, and analyze the data.
Results: Participants described FCP as a highly adaptive intervention: FCP has evolved from an idea of transferring boarded patients from ED hallways to inpatients hallways to a practical hospital-wide intervention with several components and multiple levels. FCP was built on the assumptions that realtime monitoring of patient flow, even distribution of patients throughout the entire hospital system and the psychological effect of facing the problem can alleviate the problem of ED crowding. Participants said that FCP has benefited their hospital in numerous ways such as it has allowed hospitals to increase patient volume without increasing length of stay and to reduce boarding time. Additionally, FCP has allowed hospitals to increase the number of nursing hours per patient and to place patients in a quiet area with appropriate nursing and physician expertise. FCP implementation was easier and less costly than other ED crowding interventions because it does not require as many resources and training for implementation. Participants mentioned some of the FCP implementation barriers. The most common barrier to implement FCP was resistance from inpatient nursing, as they were reluctant to have patients boarded in hallways. The second most common barrier was obtaining consensus about the criteria for activation of each level and actions in each level of FCP. Lack of knowledge about FCP was another key barrier. Through the recruitment part of our study we observed that even some of ED chairs and program directors did not know if their hospital implemented FCP or not. Lack of leadership support and commitment and changing the hospital culture were other barriers participants mentioned. Respondents expressed that in order to overcome these institutional barriers hospitals need to acknowledge that crowding is a hospital-wide problem that requires a hospital-wide response and a clear commitment by hospital leadership to overcome operations barriers across departments. To implement FCP, participants recommended that key staff members, such as nurse managers, should be trained and actively participate in FCP implementation because without nurse managers' support, implementing FCP is doomed to fail. Respondents also mentioned changes that need to be made to the hospital's electronic health record (EHR) system. EHRs should be modified to include specific slots for patients in hallways. Additionally, hospitals should add a banner on their EHR, which shows EHR users the capacity level in real time.
Conclusions: Despite a variety of ED crowding interventions, hospitals continue to struggle with ED crowding and its consequences. Hospitals may know which interventions they want to adopt but may lack knowledge about how to implement them. FCP is if no exception. In this study, we provide an example of FCP that hospitals could use as a reference to create their own version of FCP. Then we describe the core components of FCP, explore the main barriers and facilitators to implement it, and suggest practical recommendations to overcome those barriers. Study Objectives: Observation units (OU) are found in about 1/3 of American hospitals and serve as an option for patient care resting in between ED discharge and hospital admission. This study evaluates the changes in clinical metrics in an OU that transitioned from 12 hr/day physician coverage to almost exclusive PA coverage with strict clinical protocols. This study evaluated changes to: (1) total length of stay (LOS) (2) acceptance rates to OU (AROU) (3) hospital admission rates from OU (HAOU) (4) coding changes pre and post staffing changes to the OU.
Methods: This observational cohort study was performed in a 100k visit adult only visit tertiary ED with a 26% admission rate. This ED runs a 12-bed OU originally staffed with 12 hr emergency physician/24 hr PA that moved to 3 hr physician/24 hr PA daily model. The PAs have full protocol driven acceptance and management practice, but need physician input prior to patient discharge. Patient encounter data of the OU was collected for the 6 months pre, 6 months post, and a 6 month period 1 year post staffing change. Analyzed data included patient LOS, AROU and HAOU. The latter 2 metrics were stratified by top 5 diagnosis groups: circulatory, digestive, endocrine, gu, hematology. Changes in evaluation and management (E/M) observation codes (99218-99220 initial, 99224-99226 subsequent, 99234-99236 admit/discharge same day) pre and post the staffing change were also evaluated. Analysis was performed with T-test and Chi-squared test, significance p<0.05.
Results: The avg OU LOS pre, post, 1-yr post staff change were 1702, 1843, 1771 min, respectively. Significance was achieved between pre-versus post-LOS, p<0.00001, and pre-versus 1-yr post p¼0.0068. The daily AROU pre, post, and 1-yr post were 10.3, 9.5 & 10, respectively. Significance was achieved between preversus post-AROU, p¼0.0008, but not between pre-versus 1-yr post. The daily HAOU pre, post, and 1-yr post were 15.4%, 16.4%, & 14.2%, respectively, no significance achieved. The differences between volume and AOU for the 5 diagnosis groups in the pre, post, 1-yr post data did not achieve significance. Changes in initial, subsequent, and admit/discharge same day E/M coding did not achieve significance.
Conclusions: Changing to a primarily PA-driven staffing model for an OU may lead to increased patient LOS, and a transiently decreased AROU that will normalize with an increased familiarity of OU clinical practice. The E/M coding and subsequent billing changes were not significantly different with the PA predominant model. Stability in unit volume and E/M coding supports a predominant PA model with clinical protocol and physician support in a CDU. Study Objectives: To assess if bypassing the standard triage process in favor of directly placing a patient in an emergency department (ED) examination room would significantly affect ED throughput metrics (door to doc, door to discharge, leaving without being seen [LWBS] ). The objective of the intervention was to improve throughput by changing the standard ED flow process without adding any additional resources.
Methods: An interventional trial was performed in a large community ED (>100k annual adult visits) by abruptly implementing a direct bedding or "pull til full" process on February 7, 2018. This ED is home to an emergency medicine residency program and is designated as a non-trauma center. In the ED, patients are seen by a near equal mix of emergency medicine attending physicians, emergency medicine resident physicians, and APCs. The 64-bed adult ED shares a registration area with the adjacent Pediatric ED which sees an additional 20k patients annually. The direct bedding process involves assigning patients to an available ED exam room based on their registration complaint and an "eyeball assessment" by the triage nurse who is repositioned to the lobby. After registration patients are then taken directly to an ED exam room for triage by the bedside nurse and emergency medicine provider assessment. When all ED patient care areas are saturated the typical process of registration, triage in triage rooms, initiation of nursing protocols, and returning the patient to the waiting room for bed availability resumes. However, this is a fluid process and as soon as direct bedding is again available the "pull till full" process resumes.
Results: We evaluated the 3 months before and after the new process was initiated. The process was initiated at the end of the winter months when the volume is typically higher so we also compared March, April, and May of 2018 with the corresponding months of 2017. We observed a significant decrease in the median door-to-bed, door-to-doc, and door-to-discharge metrics. Additionally, we have seen a progressive decline in our LWBS rate. Our median door-to-discharge time decreased by 47 minutes from January 2018 until May of 2018. May of 2017 and May of 2018 had comparable volumes (275 patients/day) but the median door-to-doc time decreased by more than 50% from 23 minutes in 2017 to 11 minutes in 2018. Additionally, the median door-to-discharge decreased by 17 minutes from 159 to 141 and the LWBS rate dropped from 0.913% to 0.426%.
Conclusions: It appears that direct bedding had a profound positive impact on door-to-doc, door-to-discharge, and LWBS rate without requiring any added resources.
